To our surprise, we found that some national health care information is available on American Indians and Alaska Natives. Consistent with much research (Centers for Disease Control and Prevention, 2003; Denny, Holtzman, & Cobb, 2003; Indian Health Service, 2003a; Liao, Tucker, & Giles, 2003; Roubideaux, 2002; Urban Indian Health Institute, 2004) , many disparities in health care aff ecting these groups were identifi ed and reported in the NHDR (Agency for Healthcare Research and Quality, 2003) .
However, data gaps were significant and precluded a comprehensive assessment of disparities faced by American Indians and Alaska Natives. Moreover, gaps in data for American Indians and Alaska Natives were larger than gaps for most other racial and ethnic groups. For example, of measures of quality of health care in the 2004 NHDR that could be tracked over time, data were available for blacks on all measures, for Hispanics on 95% of measures, for Asians on 63% of measures, and for American Indians and Alaska Natives on 55% of measures (Agency for Healthcare Research and Quality, 2004) . Of measures of access to health care in the 2004 NHDR that could be tracked, data were available for blacks and Hispanics on all measures, for Asians on 84% of measures, and for American Indians and Alaska Natives on 52% of measures. Hence, compared with other groups, our ability to assess disparities faced by American Indians and Alaska Natives was severely limited.
To begin to fi ll gaps in data about health care disparities faced by American Indians and Alaska Natives, a better understanding of the reasons for these gaps is needed. Problems with data collection, reliability of estimates, or power to detect disparities may lend themselves to diff erent interventions. In this paper, we use data gathered for the 2004 NHDR to identify and quantify gaps in data for American Indians and Alaska Natives and describe eff orts and opportunities to close some of these gaps.
Methods

NHDR Measures
The measures examined in this paper come from the 2004 NHDR. The measures tracked in the NHDR were selected through an extensive process. The Agency for Healthcare Research and Quality (AHRQ), which houses the NHDR, issued a call for measures to Federal agencies. 
Domains of Quality and Access
The domains of quality examined in the NHDR are based on a conceptual framework developed for AHRQ by the IOM (Institute of Medicine, 2001 ). In the NHDR, disparities in health care quality are examined across four domains:
Effectiveness-Providing services based on scientific knowledge to all who could benefi t and refraining from providing services to those not likely to benefi t; Safety-Avoiding injuries to patients from the care that is intended to help them; Entry barriers-Measures of the presence or absence of specifi c resources that enable entry into the health care system, such as having health insurance or a usual source of care; Structural barriers-Measures of the presence or absence of specifi c resources that enable receipt of care within the health care system, such as having a provider with hours on nights or weekends or who can be contacted by telephone easily; Patient satisfaction-Measures of patients' perceptions of how well their providers interact with them; and Health care utilization-Measures of the ultimate outcome of good access to care; i.e., the successful receipt of needed services. In total, nineteen national databases were used to assess disparities across these domains of health care quality and access in the 2004 NHDR (Table 1) . These databases include every major data source capable of providing nationally representative estimates of disparities in health care and that are conducted on a regular basis.
Analysis
In this paper, data gathered for the 2004 NHDR are analyzed to quantify the ability of national data to assess disparities among American Indians and Alaska Natives. Measures rather than data sources are used as the unit of analysis because our goal is to assess the capacity of extant data to provide information about disparities in health care quality and access faced by American Indians and Alaska Natives. Many measures used in the NHDR are restricted to individuals of specifi c ages or who have specifi c conditions. Often, data sources that are able to provide reliable estimates for the total American Indian and Alaska Native population Each measure included in the 2004 NHDR was assessed for one of three diff erent data issues that could preclude use for assessing disparities faced by American Indians and Alaska Natives. Measures were classifi ed as having:
Collection issues, if data on American Indians and Alaska Natives were not collected; Estimation issues, if data were collected but estimates were unreliable because of small numbers of American Indians and Alaska Natives (< 30) or large relative standard errors (>30%); Power issues, if estimates were possible but relative diff erences compared with whites of 10% were not statistically signifi cant with a two-tailed alpha of 0.05; and No problems, if none of these issues were present.Results are presented by domain and by type of data.
Findings
Overall, of the 149 measures of quality of health care tracked in the 2004 NHDR, 42% could be used to assess disparities among American Indians and Alaska Natives (Table 2 ). Disparities could not be adequately assessed for 21% of measures due to collection issues, 22% due to estimation issues, and 14% due to power issues. Of the 60 measures of access to health care, 42% could be used to assess disparities among American Indians and Alaska Natives. Disparities could not be adequately assessed for 8% of measures due to collection issues, 30% due to estimation issues, and 20% due to power issues.
Gaps by Domain
The ability to assess disparities among American Indians and Alaska Natives diff ered across domains of quality and access. About half of measures of eff ectiveness, patient-centeredness, entry barriers, structural barriers, and patient satisfaction could be used to assess disparities among American Indians and Alaska Natives. However, none of the measures of patient safety and only two-thirds of measures of timeliness and health care utilization could be used. Collection issues prevented use of two-thirds of patient safety measures. Estimation issues prevented use of over a quarter of measures of patient safety, timeliness, entry barriers, and health care utilization. Power issues prevented use of over a quarter of measures of timeliness, patient-centeredness, structural barriers, and patient satisfaction. 
Gaps by Data Type
Data in the 2004 NHDR came from many diff erent sources: population-based surveys, hospital discharge data, long-term care data, quality improvement data, and population data from vital statistics systems and disease registries. The ability to assess disparities among American Indians and Alaska Natives diff ered across diff erent types of data. About 40% of measures from person surveys could be used to assess disparities among American Indians and Alaska Natives; estimation issues were the major barriers to using these data. No measures from hospital discharge data could be used; collection issues were the major barriers. About 95% of long-term care and population measures could be used to assess disparities among American Indians and Alaska Natives. However, only about 20% of measures from quality improvement data could be used; estimation and power issues were the major barriers.
Discussion
In this paper, we identify signifi cant gaps in the ability of extant data to assess health care disparities faced by American Indians and Alaska Natives. Overall, only 42% of measures tracked in the 2004 NHDR had American Indian and Alaska Native estimates that did not have signifi cant issues related to collection, estimation, or power. Large gaps involved all domains of quality and access tracked in the NHDR; a thorough assessment of disparities faced by American Indians and Alaska Natives was not possible for any of these areas.
Data issues varied widely by data type. Population data based on vital statistics and disease registries were largely complete. Longterm care data also could be used to assess disparities among American Indians and Alaska Natives in most instances. Collection of data from Medicare and Medicaid certified nursing homes and home health agencies has been required by the Centers for Medicare & Medicaid Services since the 1990s.
In contrast, no estimates for American Indians and Alaska Natives were possible for measures based on hospital discharge data. This was largely attributable to the fact that many states do not identify American Indians and Alaska Natives in their hospital data. To begin to fi ll this gap and improve understanding of health care received by American Indians and Alaska Natives, AHRQ and the Indian Health Service (IHS) are collaborating on a project. This project brings together information from the IHS National Patient Information Reporting System (NPIRS) and the AHRQ Healthcare Cost and Utilization Project (HCUP). Data from NPIRS about discharges from IHS and tribal hospitals (Indian Health Service, 2003b) allow estimates for American Indians and Alaska Natives living in IHS service areas, approximately 56% of the total U.S. American Indian and Alaska Native population (Indian Health Service, 2005) . A number of States in HCUP that do collect information about American Indians and Alaska Natives have been identifi ed. Work is currently underway to assess whether data from IHS hospitals and from community hospitals in HCUP with information on American Indians and Alaska Natives can be integrated and weighted to provide national American Indians and Alaska Natives estimates. If feasible, this work would begin to fi ll the gaps in hospital discharge data for American Indians and Alaska Natives and to allow assessment of disparities in patient safety, which relies heavily upon hospital data.
In addition, person-based surveys and quality improvement data need to be expanded. Options include increasing the numbers of American Indians and Alaska Natives represented in existing national data collections or initiating data collections that focus on American Indians and Alaska Natives, such as the 1987 Survey of American Indians and Alaska Natives (Johnson & Taylor, 1991) . Reducing misclassifi cation of American Indians' and Alaska Natives' race in vital statistics (Indian Health Service, 1996) and health care data (Escarce & McGuire, 2003; Korenbrot, Ehlers, & Crouch, 2003; Kozak, 1995) is also important. AHRQ is working with state governments and hospital associations to improve quality and uniformity of race/ethnicity reporting in statewide hospital data systems. IHS is also working with State vital statistics agencies to improve the reporting of American Indian and Alaska Natives on state death certifi cates (Groves et al., 2004) .
The ability to track health care is critical for designing and targeting interventions to improve health care and reduce disparities and monitoring the success of these activities. National health care data too often fail to collect information from American Indians and Alaska Natives that is adequate for generating reliable estimates and assessing disparities experienced by these groups. Without improved data, gaps in the ability to assess disparities in health care among American Indians and Alaska Natives will remain, health care problems may go undetected, and opportunities for reducing disparities may be missed. It is important to reiterate that limited data is not justifi cation for excluding American Indians and Alaska Natives from national assessments of disparities like the NHDR. Data available for American Indians and Alaska Natives should be presented to identify disparities in need of redress and information gaps in need of remedy. 
